Family-centered care (FCC) is important within pediatric oncology nursing. However, pediatric oncology nurses often face challenges and barriers when attempting to provide FCC. The purpose of this study was to understand the experiences of pediatric oncology nurses in relation to FCC; identify how pediatric oncology nurses implemented FCC into their practice; identify what facilitated and enabled pediatric oncology nurses to implement FCC; and discern the barriers and challenges that were present in their setting when implementing FCC. A qualitative approach utilizing person-centered interviewing was used to collect data. Nurses (N=20) from a western Canadian children's hospital were recruited through purposeful convenience sampling and were then interviewed. Five major themes were identified from the data set: Hospital support f FCC, How participants defined FCC, Establishing FCC, Enhancing FCC, and Barriers and Challenges to providing FCC. Recommendations for future research and implications for practice and education are offered.
Family-centered care (FCC) is increasingly perceived as essential in the delivery of care to children and their families (Regan, Curtin, & Vorderer, 2006) . It is an innovative approach to the planning, delivery, and evaluation of health care, and is grounded in the mutually beneficial partnership among health care providers, patients, and families (Institute for Family-Centered Care, n.d.). The core concepts of FCC include dignity and respect, information sharing, participation, and collaboration (Institute for Family-Centered Care, 2008) .
At the heart of FCC in pediatrics is the understanding that the child's family is the primary source of strength and support for her or him (American Academy of Pediatrics, 2003) . The family plays a critical role in the development and nurturing of their child (Denboba, McPherson, Kenney, Strickland, & Newacheck, 2006) . Thus, health care professionals are encouraged to understand and work within the context of the family in order to have a positive impact on the child's health and well-being (Begun, 1996) .
"When a child is diagnosed with cancer, the cancer becomes a threat to the child's life and to the family's security" (Björk, Nordström, & Hallström, 2006, p. 211) . The cancer experience affects the individual as well as the family as a whole; this is especially true with childhood cancers (Kerr, Harrison, Medves, Tranmer, & Fitch, 2007; Woodgate & Degner, 2003) . Childhood cancer causes children and their families to undergo many stressors and challenges (Woodgate & Degner, 2003) .
"Pediatric oncology nursing is based on family-centered care" (Ogle, 2006, p. 29) . The children and their families become the heart of pediatric oncology nursing because children live within the context of their families (Ogle, 2006) . Nurses are wise to involve the family in the care provided to children with cancer because the family is the constant support that enables children to endure their cancer treatment journey.
There have been many advances in treatment outcomes and survival rates among children with cancer that have influenced the objectives and goals of pediatric oncology nursing practice (Cantrell, 2007) . Currently, pediatric oncology nursing care focuses on implementing clinical trial protocols, educating families about the short-term and long-term side effects of chemotherapy and radiation, and providing optimal psychosocial supportive care as a means to enhance patient's quality of life during their therapy and survivorship (Cantrell, 2007) . This means that "the nature of care provided in inpatient, outpatient and community settings continues to change, with clinical advances, and children with cancer requiring highly specialized care" (Tomlinson, 2004, p. 646) . Paradoxically, such advancements challenge nurses in the provision of high quality, holistic care to children with cancer and their families.
In the midst of such complex care environments, it is important that pediatric oncology nurses do not become task orientated and lose sight of the holistic and human aspects of nursing practice. "If the artistic nature and caring presence are stripped from the practice of pediatric oncology, patients and families will surely suffer, and positive treatment outcomes will decline" (Cantrell, 2007, p. 137) . FCC is a method of care delivery that encourages pediatric oncology nurses to focus on the humanist aspect of their patients, and fosters the art of nursing. FCC is a vehicle that pediatric oncology nurses can use to ensure they provide holistic care to patients and their families.
However, FCC lacks clarity in both the literature and practice contexts (MacKean, Thurston, & Scott, 2005) . There are various definitions and theories of what FCC entails, but little information exists that provides practical guidance and direction for nurses. To implement FCC into their practice, pediatric oncology nurses must attain particular skills, knowledge, and experiences. Such information does not appear to have been given consideration within the FCC model of care (Baker, 1995) . These knowledge deficits contribute to the current difficulty of implementing FCC into pediatric oncology nursing practice. According to Shields (2007) , "health care practitioners must critically examine family-centered care and how it is delivered" (p. 869). Thus, the purpose of this study was to explore FCC among pediatric oncology nurses at a western Canadian children's hospital.
Research Questions
The research questions that guided this study are the following: 
Method Design
This study entailed naturalistic inquiry (Polit & Hungler, 1999) and person-centered interviewing (Hollan, 2005; Levy & Hollan, 1998) . Person-centered interviewing enabled participants to offer general perspectives about FCC (the informant role), as well as their own intimate experiences with FCC (the respondent role).
Sample and Setting
The population of interest was registered nurses and nurse practitioners who worked within the pediatric oncology program at a western Canadian children's hospital, including both the inpatient unit and the outpatient clinic. A total of 20 nurses were interviewed, and data saturation was attained as re-occurring categories and themes were established after the 14th interview. The interview process continued after data saturation was attained because the interview appoint ments were already arranged. However, the 6 additional interviews validated the findings from the previous 14 interviews and further enriched the findings. Data for this study were collected directly from the registered nurses and nurse practitioners during January and February of 2009.
Data Collection
The study proceeded after receiving ethical approval from the Human Subjects Review Committee at the University of Lethbridge and the Research Ethics Board at the University of Calgary. The study was advertised through posters and pamphlets displayed around the unit and clinic. Pediatric oncology nurses participated in person-centered interviews guided by a semistructured interview guideline created from the core concepts of FCC (Institute for Family-Centered Care, 2008). The interviews were audio recorded and transcribed verbatim. Informed consent and demographic data were obtained prior to each interview. The participants described the extent to which they practiced FCC, explained what FCC meant to them and shared their personal experiences implementing such philosophy in their nursing practice.
Results
General observations about the participants in relation to the demographic data can be made (see Table 1 ). Half of participants were between the ages of 20 and 29 years, all of them were female and held at least a bachelor's degree. Five of the participants held a master's degree; three of whom were nurse practitioners. The years of experience as a nurse ranged from new graduates to more than 10 years of experience. More than half of the participants (55%, N = 11) had been practicing for 6 years or more. In all, 7 participants (35%) had more than 7 years of experience in the area of pediatric oncology nursing. Half of the participants had completed a course in FCC, and the majority of them worked in both the inpatient and outpatient setting. The demographic data were exa mined with respect to the findings, but no patterns or relationships were identified. Thematic analysis was conducted to analyze the data for this study (Polit & Hungler, 1999) . The transcripts were read carefully with an eye to identify any underlying patterns and clusters of patterns; related re-occurring patterns and concepts were grouped together to develop 5 major themes (Polit & Hungler, 1999) . These themes are presented in Table 2 .
Participants were asked if the hospital supported FCC within their practice setting. The majority of participants (80%, N = 16) stated that "yes" the hospital supported FCC in their setting; 20% (N = 4) stated that "no" the hospital did not directly support FCC. The participants were also asked to describe what FCC meant to them. All of the participants identified that FCC meant incorporating and encompassing the whole family in the care provided to the child. They explained ways to establish baseline FCC in their practice, as well as ways to enhance FCC in their practice and provide care that went above and beyond basic expectations. Participants spent a great deal of time discussing barriers that prevented them from providing FCC. Also, it became apparent that the participants in this study faced many real and significant challenges that hindered them from providing the type of FCC they aspired to provide.
Hospital Support of FCC
The hospital supports FCC. The majority of participants (N = 16) offered specific examples of how the hospital supported FCC within their practice setting. FCC was in the mission statement of the hospital, and the architecture and layout of the hospital was designed to foster FCC.
The hospital does not support FCC. Four of the participants (20%) stated that the children's hospital did not support FCC as well as it could or should. They recognized that the children's hospital identified FCC as important when caring for children, but did not ensure FCC was carried out as fully as possible and that nurses were not supported in this regard.
How Participants Defined FCC
Encompassing the whole family. Every participant stated that FCC meant including and caring for the whole family, and most of the participants indicated that it was imp ortant to let the family identify who constituted their members. All of the participants confirmed that when they provided FCC they included the whole family and cared for the patient in the context of the family because they recognized that the child was always surrounded by family.
For me more so it's just encompassing the whole family as a patient than just the patient. So getting the whole family involved in the care, and that's just pretty much what it is to me. (FCC-12; p. 1)
Establishing FCC
The participants identified specific skills and approaches they used to provide care that met the 4 core principles of FCC and established basic FCC within their practice.
Collaborating with the patient-family. Participants observed that it was important to cooperate with the patient-family in a coordinated effort. The notion of teamwork and the family's place on that team fostered collaboration. Offering choices and fostering control enhanced the patient-family's participation in decision making. The participants indicated that it was important to view the parent as the expert on the child when collaborating with the patient-family. Active listening helped the participants to create and support relationships with the patient-family and allowed them to feel comfortable voicing their opinions and concerns.
So it's all about collaboration and working together. I know that there's the multidisciplinary team but the family is included in that I think when you're making decisions. Decisions are the parent's decisions anyways so everyone has to be included and informed. (FCC-12; p. 9)
Respecting culture and beliefs. The participants worked with patient-families from various cultures and ethnic back ground; therefore, it was important for them not to judge but accept the patient-families' culture, values, and beliefs. The participants actively engaged with each patientfamily in order to learn about their individual culture and beliefs.
I think sometimes we clump people together and just assume so I think it's very important to talk to each individual family just to try to be sensitive to what is most important to them and not assume. (FCC-08; p. 7)
Enhancing FCC
The participants noted that there were specific techniques and methods that enabled them to go above and beyond merely establishing FCC in their nursing practice. Such techniques and methods allowed the participants to enhance FCC within their practice and facilitated the provision of high-quality holistic care to patient-families.
Teamwork with colleagues. Working as a team with various disciplines enhanced FCC among the participants because they were able to rely on others to provide care. The disciplines that were identified included social work, child life specialists, physicians, and spiritual care.
Yeah, absolutely. And I think we're really lucky to have such a comprehensive multidisciplinary team here and that we have all those different disciplines and we can talk to them and consult them and work side-by-side so that the families get the best care that reflects their needs. p. 6) Nurse patient-family relationship. The nurse patient-family relationship was an important aspect of FCC because it enhanced the participants' ability to tailor their care to each individual patient-family. This connection enabled the nurse to provide care that was comforting, and it permitted them to organize special events and outings for the patient-family. Having a relationship with the patientfamily helped them to know what small things they could do for the patient-family that would make a big difference. Importantly, this relationship allowed the participants to be present with the patient-family. This therapeutic connection allowed the patient-family to be authentic in their journey (i.e., to be vulnerable and express their emotions to the nurses). From the participants' perspectives, the nurse patient-family relationship reinforced that the patient-family was never alone during their cancer journey.
I think just to kind of-sometimes it's just the silent communication too. Just them knowing that you're there. (FCC-15; p. 7)
Being flexible rather than dictating and controlling. The participants identified the need to take a caring approach that was adaptable and subject to change rather than rigid and controlling. Flexibility involved being open to negotiation and having a willingness to compromise when care procedures would occur.
If it's something that needs to be done then I will try and compromise the best way. I would explain why it needed to be done the way it was being done; I would try to find some sort of compromise. If it was something that didn't need to be done then I'm not going to force-I would never force-or if it's something that can wait until later. p. 5) Educating the patient-family. It was vital to educate the patient-family about the diagnosis, monitoring and treatment of the disease as a way to enhance FCC. There were different stages throughout the treatment continuum that required various intensities and types of education. Education empowered the patient-family to be involved in decision making, participate in care and equipped to ask questions.
And I think education is like number one because if they are educated then they can ask the questions and have the knowledge to be involved. Whereas if they know nothing they're just going to kind of sit back and keep them dumb and then they don't know. p. 15) Barriers and Challenges to Providing FCC During the interviews, the participants discussed and described barriers and challenges that hindered them from providing FCC to the patient-family.
Not understanding the patient-family's culture. A barrier to FCC was the lack of understanding and knowledge regarding the patient-family's culture. As a result, the participants suggested that they were unable to provide FCC as they hoped because they feared that they would precipitate a negative event or outcome by unintentionally saying or doing something offensive to the patient-family.
But I think it's hard because I don't have a lot of knowledge of different religions and ethnic backgrounds and I don't know a lot of their ways around things. p. 4) Occasionally, there was a language barrier that prevented the participants from effectively communicating with the patient-family, resulting in a lack of FCC.
Contradictions and tensions between nurses and families. Participants identified that there were situations in which they did not agree with the decisions that the parents or family made on behalf of the child. These types of situations made it difficult to provide FCC.
Morally, I am like, come on, your kid knows, he is 13 years old, he knows he is passing. Can we just talk about it, it's just this huge elephant in the room, he even knows what the palliative suite is and he's in there. Can we just get rid of the elephant, do you know what I mean, that is so hard. (FCC-06; p. 13) Also, there were situations where the participants did not agree with the patient-family's religious beliefs or did not understand the logic behind them. For example, the Jehovah Witness religion prevented a particular child from receiving blood products; this made it difficult for the participants to continue to provide FCC because they disagreed with this decision. At times, participants were unable to fulfill the requests made by the family or had to provide a treatment that contravened with the family's wishes. Such situations undermined the provision of FCC.
The part where I think it was difficult was because a lot of us didn't necessarily agree with some of the mom's beliefs and what she wanted, as a team not believing what she believes. I think we made it difficult for her and we weren't able to accommodate a lot of things, although we were able to accommodate some things. (FCC-02; p. 2) Participants shared instances where the parents tried to protect their child by not telling her or him about a cancer diagnosis or that the care had transitioned to palli ative. Such situations were morally confusing and distressing for the participants because they did not agree with the parent's decision to withhold information from the child. This placed the participants in a difficult position because they conducted procedures on these patients and gave them chemotherapy all the while the patients did not understand what was hap pening. When the participants were unable to tell the child that she or he had cancer or was palliative, they entered into a moral and ethical dilemma. As a consequence, participants stated that they were unable to fully provide FCC.
Lack of time and increasing acuity of patients. Pediatric oncology nursing involves many different treatments and procedures that can make this specialty task focused. Given the care demands associated with these tasks and interventions, the participants noted that they often did not have much time to focus on the psychosocial or educational needs of the patient-family; thus, lack of time was a barrier to FCC.
Boy. I think barriers and challenges is always not enough time in the day. We're a busy unit. Transplant is increasing so patient load and acuity-everyone's running around trying to meet the basic needs, and so oftentimes you don't have the time to sit with a family and just listen to what they have to say or to spend the time like you'd like to. (FCC-01; p. 3)
The participants revealed that they cared for ill patients that required frequent monitoring and atypical procedures. This was stressful for the nurses caring for such patients because it translated into increased time spent with such patients.
Budget and resources. At the time of the interviews, the participants stated that there was an increase in the number of transplants being performed, but there was not a concomitant increase in nursing staff. As a result, they often experienced high levels of stress and were extremely busy. This resulted in a limited ability to provide FCC.
But then on the other side of it we're a growing program and our numbers are just climbing and I don't think that we have all of the resources that we need to accommodate the increasing numbers. Lack of education about FCC for nurses and health care providers. The participants expressed that a barrier to providing FCC was a lack of understanding about the philosophy itself. The clear majority of the participants never received formal education about FCC, thus it was difficult for them to implement it into their practice. People don't get a good understanding of what family centered care is, you know, maybe we don't get enough opportunities to learn about it in a theoretical sense. (FCC-02; p. 3) Difficult working relationships. A barrier to providing FCC occurred when the patient-family did not trust the medical staff. Occasionally, patient-families that were not trusting toward the nursing staff became confrontational. This was stressful for the nursing staff because they had to invest considerable time and energy to work out issues with these patient-families.
And not every family is easy to work with, we know that, but I try to put those things aside because we all get tired and we all sort of-it is harder to deal with families that are more confrontational or less trusting. I always find it difficult in a way of saying-I guess difficult in the way I always find it-it disappoints me when a family doesn't have trust in the team and I try to work at little pieces of that because we all come with our different experiences and that's going to happen. (FCC-04; p. 3)
Brave face. The participants stated that they knew the patients' test results before the parents were informed of them by the physician. Occasionally, the test results showed that the child had relapsed, or the cancer had become worse. In such situations the participants had to put on a brave face and mislead the patient-family to believe that they did not know the results. This was emotionally and morally taxing on the participants, and made them feel that they were not fully practicing within the FCC framework.
For example we'll get their blood work in the morning and it'll show that they've relapsed and we still have to go and nurse until the doctors go in there and tell them and you know that the outcome's going to be horrible and that this one day is going to change their life forever. But we still have to go in the morning and have a smile on our face and take their vitals like you don't know anything and-that's the worst, the worst, absolutely worst part of the job is having to be fake and-yeah, just knowing that that's going to be the worst day of their life and there's nothing you can do about it. New nurses. Participants identified that being a new nurse was a challenge to providing FCC. Pediatric oncology nursing is a complex specialty that requires nurses to be skilled and knowledgeable of intricate nursing tasks.
When the nurse is comfortable conducting such tasks, she or he is able to communicate and provide FCC while conducting the tasks: ideally the tasks become a means to interact with the patient-family and provide FCC. The participants expressed that when nurses were new to this specialty they did not have the specific skills and knowledge required to perform the tasks, such as chemotherapy administration and blood draws, with ease. As well, in order to provide FCC nurses must be comfortable interacting and creating relationships with patientfamilies, which is an expertise that is acquired over time with experience. As a result, new nurses had difficulty communicating with the patient-family while doing tasks because they were very much focused on doing the skill properly and safely to the detriment of FCC.
I think sometimes being a new nurse I still get worried a little bit about the tasks cause they're new and they're sometimes more difficult here. p. 5) And I don't know, maybe like my personal knowledge of, not family centered care but just-like, I'm a new nurse so I'm not super-knowledgeable about specific ways to interact really well with the families yet and I think that just kind of comes with learning and being here and stuff. But yeah, maybe just inexperience and time management and havingcause part of the reason I'm so busy is just being able to time manage. (FCC-13; p. 1)
Discussion
The participants observed that there were no established guidelines or policies regarding FCC for nurses to follow. This finding was also noted by Bruce and Ritchie (1997) , who observed that "there were no established guidelines or standards for its practice or provisions to provide nurses with education and opportunities to practice familycentered care," and that "simply espousing a philosophy of family-centered care does not ensure that the philosophy will be practiced" (p. 220). This was true for the western Canadian children's hospital in this current study as the importance of FCC was recognized. In fact, the hospital was designed and constructed to support an FCC approach to caring, such as having a parent bed in each room and a FCC centre. However, the participants voiced limitations about the required skills, knowledge and systems-based supports needed to fully implement FCC into their practice. Higman and Shaw (2008) conducted a qualitative study to understand how well nurses felt they were able to provide FCC and the difficulties that they experienced. The findings from this current study support those of Higman and Shaw as their participants stated there was a lack of adequate training in relation to FCC. Most of the participants in this current study stated that they would appreciate further education on the philosophy of FCC.
It can be difficult for an inexperienced nurse to concentrate on caring for a child while answering questions from parents (Griffin, 2003) . Benzein, Johansson, Arestedt, and Saveman (2008) found in their descriptive study that newly graduated registered nurses viewed the family as a burden because they did not have time to take care of them. Also, they found that newly graduated RNs focused on the individual patient more than the family. The findings from this current study validate those of Benzein et al. New nurses stated that they were focused on learning and performing clinical nursing tasks and interventions, and that it was difficult for them to focus on the needs of the family.
The participants indicated that it was difficult to provide FCC when the parents would not permit them to talk about the diagnosis in front of their child. Also, certain parents did not want to tell their child that she/he was dying when they transitioned to palliative care. These situations were difficult for the participants because they were unable to be truthful to the child. Dunlop (2008) described that when determining if a child is emotionally prepared to know her/his diagnosis, the nurse can encounter conflict, moral distress and frustration. Participants in this study experienced compounded stress; stress from working with parents who did not want to tell their child about her or his diagnosis and stress from determining if the child was prepared to know their diagnosis as described by Dunlop (2008) . Such instances were confusing and distressing for the participants.
Within FCC, health care providers ensure that families are an integral part of the team. One way to accomplish this is to include the patient and family in rounds (Griffin, 2003) . The participants from this study noted that a way to include the patient-family in decision making and keep them better informed was to involve them in rounds. Participants in Higman and Shaw's study (2008) also indicated that including the patient-family in rounds was a practical way to implement FCC. Meuthing, Kotagal, Schoettker, and del Rey (2007) implemented the practice of including parents of pediatric patients in rounds. They confirmed that by doing so they fostered attitudes of respect and interest in the concerns and opinions of patientfamilies. Also, they were better able to create relationships and partnerships with the patient-family.
"The art of pediatric oncology nursing practice includes the crucial element of nursing presence" (Cantrell, 2007) . Cantrell argued that to maximize the impact of care (psychosocial and treatment outcome) provided to children with cancer, the art and science of pediatric oncology nursing must be evident in the various care activities they conduct. Ideally, such activities should occur within a therapeutic relationship that is embedded in nursing presence (Cantrell, 2007) . The participants in this study validated the importance of the nurse patient-family relationship and being present with the patient-family when providing FCC. McKivergin and Daubenmire (1994) state
Opportunities in which to be sensitive to patients' needs are often missed and depth of therapeutic interaction is passed over in lieu of completion of tasks. This yields frustration on the part of other caregivers as well as within the patient. Desires to listen and "be with" the patient are often overrun by demands to "do to" the patient. (pp. 65-66) Participants in this current study noted that there were times when they were too busy and focused on completing treatments and interventions to be "present" with the patient-family. They also noted that they experienced an internal struggle with such situations because it was important to them to create therapeutic relationships with the patient-family and care for their emotional and spiritual well-being. McKivergin and Daubenmire (1994) noted that when the nurse is present with the patient, she or he is able to provide support and help the patient-family gain more insight into the nature of the disease. Also, the parents are then able to become partners with the medical staff in making life choices; this brings about the highest level of health and healing (McKivergin & Daubenmire, 1994) . Findings from this current study parallel those of McKivergin and Daubenmire as the participants indicated the importance of supporting the patient-family during their disease journey. In providing FCC, they ensured the patient-family was well informed and they partnered with the patient-family in making choices. Shields, Pratt, Davis, and Hunter (2007) conducted a Cochrane Review to assess the effects of FCC models for children in hospitals compared to professionally centered models. No studies were found to meet their inclusion criteria, therefore, it was concluded that no analysis could be undertaken since no quality quantitative research about FCC had been conducted. Thus, no one knows or has evidence if FCC truly works in the pediatric care setting.
After conducting a systematic review, Shields, Pratt, and Hunter (2006) concluded that more research is needed to ensure that FCC is being implemented correctly. Findings from Bruce and Ritchie's (1997) study indicated that nursing practice "continues to reflect inconsistencies in the level of desired family-centered care of children and their families" (p. 219). Petersen, Cohen, and Parsons (2004) found "nurses both understand and believe in the value of family-centered care yet cannot seem to execute the concepts when caring for children and their families" (p. 426).
When engaging in the data analysis for this study, the barrier section was the most dense. Thus, FCC was deemed important and valuable within pediatric oncology nursing, but it did not come without considerable barriers and factors that undermined its implementation. Therefore, should we continue to position FCC as the solution for providing quality care to pediatric oncology patients and their families? Carter (2008) argued this point in her commentary on Shields et al.'s (2006) systematic review of quantitative studies. She stated that pediatric nurses see FCC as intrinsically good and it has become a part of the collective psyche. Despite the fact that FCC has been welcomed with open arms by academics, practitioners, and educationalists alike, there is little clear evidence that it actually works (Carter, 2008) . "We all believe that it is good but the studies consistently address and explore the ways in which we are not achieving it" (Carter, 2008 (Carter, , p. 2092 . According to Carter (2008) , a more honest approach needs to be considered because one size cannot fit all; we should not continue to embrace and engage in an approach that is reported to not be working and still requires more research after all these years. FCC is complex, dynamic, relational, and subject to the influence of internal and external forces (Carter, 2008) .
Much of the research conducted on FCC has focused on the lack of its implementation within nursing practice and does not provide practical strategies on how to improve its implementation. Rather than praising nurses for implementing FCC in their practice to the best of their ability given their practice stressors, research has concentrated on findings that demonstrate pediatric nurses are not fully implementing FCC into their practice. Instead of concluding that the participants in this study needed to strive harder to implement FCC into their practice, we recognize they that all value FCC and did their best to implement it.
Recommendations
It is recommended to embrace a practical philosophy of FCC that is adaptable and can accommodate each caring situation, patient-family and nurse. A philosophy that takes into account and embraces the strengths of the nurse and the patient-family with flexibility in the delivery and adaptability in its evaluation. This form of FCC recognizes that there are barriers to FCC and gives nurses the freedom to provide quality FCC when time permits and recognizes that there are situations when nurses are not able to fully implement FCC as intended. This model of FCC allows the nurse as a practitioner to decide with the patient-family what aspects of FCC to focus on for each caring situation. It does not expect nurses to practice a one-size-fits-all philosophy of FCC. Rather, it works like a rubber band; where it can expand and contract to fit the situation at hand. To implement FCC in the midst of barriers and challenges, we must allow FCC to be functional in an operational capacity. This entails recognizing its strengths, being aware of the barriers and challenges, and adapting FCC accordingly.
Practice Administrative Recommendations
Basic recommendations include creating a system whereby physicians share the results from various procedures and tests in a timely manner. This would prevent the nurses from having to put on a "brave face." In addition, the development of policies, procedures, and/or protocols based on current research and literature that address situations in which the family does not want to inform their child that she or he has cancer or is in fact dying, warrants consideration.
Incorporating the patient-family in rounds holds promise in terms of FCC. This practice would likely increase patient safety and allow the patient-family to be better informed. Consideration of mentorship programs where junior staff can be mentored by senior staff would be helpful. Nurse educators could include sessions on FCC during their education days to new hires that highlight the strengths and limitations associated with FCC. Open discussions could be held among nursing staff where they can share their experiences of FCC and learn from others. Also, support sessions and services whereby pediatric oncology nurses can discuss the moral distress they experience at work would be greatly beneficial to the staff.
Limitations
Although the participants were eager to engage in this study, it does not ensure that the sample is representative of the whole population. It is possible that the participants in this study volunteered to participate because they were passionate about FCC. Therefore, nurses who do not support FCC may not have been included in the sample. Also, the patient-families were not included in this study; therefore, their valuable perspectives were not included.
Future Research
It would be valuable to gain a deeper understanding of FCC by conducting further research among patients and families. Research regarding strategies to work with parents in openly telling their children that they have cancer would be beneficial. Research in mentorship programs for newly graduated pediatric oncology nurses would be of assistance for newly graduated nurses. Also, it would be advantageous to evaluate the process of including parents in team rounds.
Declaration of Conflicting Interests
The author(s) declared no conflicts of interest with respect to the authorship and/or publication of this article.
